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Introduction
The previous articles in this supplement provide valuable
data and insights about women's health in Canada but
also point to significant gaps in information gathering
about women's health and about gender differences in
health. These gaps are evident in health surveillance activ-
ities and in areas of biomedical and social research. As
well, the gender implications of social and economic pol-
icies are rarely considered in a systematic and consistent
way. This long-standing situation is the result of assump-
tions and values underlying theoretical and practical
approaches to data collection, research, analysis and pol-
icy development, which have tended to reinforce the cen-
trality of women's reproductive and caregiving roles and
ignore or underplay women's experiences in other sectors
of social life. [1-4]
Identifying and redressing the sex/gender gaps in health
surveillance would contribute to a more robust and accu-
rate system of health surveillance in Canada and, in turn,
provide a stronger evidence base for the development and
implementation of effective social policies to improve
population health outcomes and reduce health inequali-
ties. More effective policies could lead to the identifica-
tion of new areas and methods for improved surveillance.
This could be achieved, in part, by systematically incorpo-
rating gender-based analysis into surveillance practices,
particularly by focusing on the context and diversity of
people's lives; developing and applying gender-sensitive
health indicators; and using innovative theoretical con-
cepts and analytic tools to map the pathways and interre-
lations between population health determinants and
health outcomes. This chapter underlines the need for a
policy framework for women's health surveillance in Can-
ada and points to some of the elements that such a frame-
work might include.
Surveillance and the Policy Cycle
Surveillance data contribute to policy development in a
number of ways. Surveillance is used to identify sentinel
events, such as outbreaks of diseases, that may require
immediate policy decisions concerning public health.
Surveillance systems track the incidence of particular dis-
eases, such as diabetes, breast cancer and sexually trans-
mitted infections, over time, as well as rates and patterns
of health behaviours, such as smoking, to which policies
and programs are directed. Data may show particular sub-
groups at increased or decreased risk of these and other
health conditions – important information for health
promotion programs, research and clinical treat-
ment.[1,5] Societal trends identified through surveillance
– for example, the rising age of women at first birth[6] –
can be further analyzed to identify correlates such as level
of education, income and employment; increased use of
technologies for assisted human reproduction; attitudes
towards child-rearing; and the possible causes of the
trend. Such analysis is essential to the development of
healthy public policy.[7]
The various stages through which a policy must pass to be
approved and implemented are often referred to as the
"policy cycle," or policy process.[8,9] These stages com-
monly involve identifying the issue; gathering available
research and other forms of evidence; conducting risk
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assessments; consulting with stakeholders; developing
and refining policy options; making decisions at the
appropriate levels of government; implementing policy;
and assessing its impacts over time.[10] Ideally, high-
quality evidence and analysis are accessible to those
involved at all stages of the policy cycle. Health surveil-
lance data are especially relevant to the detailed and sys-
tematic delineation and analysis of an issue, including
risk assessment. Gaps in surveillance data may identify the
need for additional research before or during the develop-
ment of policy options. When urgent policy decisions
must be taken, the phases of the policy cycle may be car-
ried out simultaneously, in a rapidly changing environ-
ment.
Surveillance is also pertinent to the implementation and
assessment of policies. Through the use of appropriate
health indicators (see "Developing Women's Health Indi-
cators" below), surveillance can be part of a monitoring
system to track the effectiveness of specific interventions,
such as health education or screening programs, and of
broad policies, such as health system restructuring, in
improving population health outcomes and reducing
health inequalities.
A number of factors limit the usefulness of current surveil-
lance data to the policy process. Many of these have been
identified in previous chapters. To summarize, there has
been no comprehensive monitoring and reporting on
women's health. Where data are gathered, they reveal
methodological constraints: the National Population
Health Survey (NPHS) and other surveys rely on memory
through self-reporting (see chapter entitled "Body Weight
and Body Image"); there are data inconsistencies between
survey years; and cross-sectional surveys do not provide
causal explanations. The methods used may lead to
under-reporting, making the data less robust for under-
standing the situations of particular subgroups. This is the
case in surveys on violence that do not include people
without telephones, those who are homeless or in institu-
tions, or those in the Yukon, Northwest Territories and
Nunavut, many of whom are at high risk of maltreatment
(see chapter entitled "Violence against Canadian
Women"). Detailed health surveillance information per-
taining to Aboriginal and other ethno-cultural communi-
ties, people with disabilities, and residents of rural and
remote areas is also sparse, limiting an understanding of
sex and gender differences in these populations (see the
chapter entitled "The Mortality, Health and Life Expect-
ancy of Canadian Women"). There is a lack of infrastruc-
ture for standardized reporting on many public health
issues and a need for cultural and social sensitivity when
such data are gathered. There is also a lack of co-operation
on the standardization of surveillance among jurisdic-
tions (see chapter entitled "Gender Differences in Bacte-
rial STIs in Canada"). Some of these problems are the
result of limited resources.[11]
Broadening the Scope of Surveillance and 
Analysis
The design of surveillance systems can be limited when
existing policies assume a focus that is too narrow, such
that important aspects or consequences of policy interven-
tions are missed. To be relevant to policy, surveillance
must be designed to capture a range of data about the con-
text of health behaviours and the interplay between the
social and biological determinants of health, including
sex and gender differences. Gender-based analysis offers a
systematic, analytic tool that can be used to examine
diversity within and between populations and subgroups
(according to age, socio-economic status, sexual orienta-
tion, race, ethnicity, education, abilities, location, etc.)
and across the life cycle.[12,13] Sex and gender are more
than independent variables, since exploring these differ-
ences often challenges the assumptions underlying ana-
lytic frameworks, including interpretation of behaviours,
and points to the need for different levels and types of
data collection, analysis and intervention.[14]
Health system reform provides an example of how the
framework used for data gathering must be able to explore
complex causal pathways and anticipate possible future
effects of policies. For example, data on shortened hospi-
tal stays have been used to track cost savings and patient
health outcomes. However, the impact of early discharges
on unpaid family caregivers, the majority of whom are
women, has not traditionally received attention as a sig-
nificant issue for surveillance and policy.[15,16] There is
growing evidence that caregiving increases the risks of
morbidity and mortality[17,18]; this is of particular rele-
vance to mid-life and older women, who may have
chronic conditions such as arthritis or diabetes. Research
into the economic, social, physical and mental health
effects of added caregiving could provide a basis for the
development of health indicators with which to measure
the impacts of health system changes on the health and
well-being of caregivers, both women and men.
Developing Women's Health Indicators
Health surveillance systems report on health indicators,
defined as statistics or parameters that provide, over time,
information on trends and changes in the condition and
status of health.[19] Health indicators are important tools
that help describe and measure the determinants of
health, including health services, as well as health status
and health outcomes. They are useful for formulating pol-
icies, programs and legislation, and are used to monitor
and report on progress towards health goals and objec-
tives. Indicators can inform health impact assessments,
and social and financial costing. Indicators also permitBMC Women's Health 2004, 4:S31 http://www.biomedcentral.com/1472-6874/4/S1/S31
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comparisons between jurisdictions against established
standards.
Traditional health indicators, based exclusively on sex-dis-
aggregated data, do not adequately reflect the interrela-
tions between biological processes, social roles, socio-
economic context, the health care system and health out-
comes. Various types of statistical analysis, such as multi-
variate analysis, incorporate some considerations of social
roles and other aspects of gender, but the challenge is to
develop indicators that reflect the complex interconnec-
tions among health determinants and health outcomes,
including key differences in health and well-being
between women and men, boys and girls. [20-22]
For instance, the chapter in this report on "Multiple Roles
and Women's Mental Health in Canada" demonstrates
how single employed and unemployed mothers have
high rates of personal and chronic stress. This suggests a
need to determine how cumulative stress levels contribute
to chronic diseases or other health conditions for women
and men. To track sex and gender differences in the occur-
rence of chronic diseases or other health problems, indi-
cators should capture the interaction between biological,
socio-economic and behavioural factors, cumulative
exposures to different types of stress (e.g. in workplaces, in
families), and patterns of health problems, such as heart
disease, among women and men. Further, research show-
ing an association between infant and childhood risk fac-
tors and adult chronic conditions, including heart disease,
points to the need for indicators to reflect the multiplicity
of interactions across the lifespan.[23,24] Emerging theo-
ries in social epidemiology offer important constructs to
explore the "cumulative interplay between exposure, sus-
ceptibility and resistance."[25] Such theories are based, in
part, on increased understanding of the interrelations
between the psychological and the somatic, especially the
impacts that stressors, such as discrimination and early
deprivation, have on human health.
If social policies are to promote health as well as prevent dis-
ease, indicators must be designed to identify a broad
range of human behaviours and the conditions and con-
text that shape behaviours. Researchers within Aboriginal
communities suggest that, in addition to focusing on pat-
terns of disease and consequences of victimization, indi-
cators for Aboriginal health should be constructed to
capture health-seeking behaviours that reflect positive
coping strategies and the resilience of individuals and
communities. [26-28] Similar perspectives have been
articulated by researchers from immigrant and refugee
communities and disability rights organizations, among
others. [29-31] Earlier in this report, Wong et al. demon-
strate that standard indicators on the sexual health of
Canadian adolescents are constructed to identify diseases
(e.g. sexually transmitted infections) and negative out-
comes (e.g. unplanned pregnancies), with little attention
to indicators of behaviours and healthy sexuality. As they
note, indicators need to represent "a broad-based behav-
ioural, biological and cognitive approach to adolescent
sexual health" (see chapter entitled "Sexual Health").
There are limits to structured surveillance tools, including
well-defined indicators. Surveys and indicators must be
augmented and informed by qualitative research to reveal
the context behind the limited answers available through
traditional indicators. Other sources must be critically
mined for evidence on sex, gender and diversity to answer
policy-relevant questions: "Why did this trend or pattern
occur?" "What are the short- and long-term implications
for the health of women and men and for particular sub-
groups?" "What specific policies and interventions are
likely to be most effective in achieving improved health
outcomes and reducing health inequalities?" A gender
lens can be applied to historical reviews of trends and pol-
icies, other theoretical and analytic work, biomedical and
social research, policy research and evaluation, risk assess-
ments, environmental scans and health technology assess-
ments to achieve a more comprehensive understanding of
an issue and to further refine indicators for women's
health surveillance.
Developing Gender-Sensitive Policies
Earlier chapters offer a number of recommendations for
further areas of surveillance, research and analysis on
women's health. They also identify the need for specific
social policies and programs to be undertaken by appro-
priate levels of government, health professions and other
non-governmental organizations to improve health out-
comes and reduce health inequalities. Some issues, such
as sexual and reproductive health, smoking, cardiovascu-
lar disease and family violence, have a range of surveil-
lance data, research and policy associated with them that
could form the basis for comprehensive, gender-sensitive
social policy initiatives. Two of these issues, sexual and
reproductive health, and smoking, will be discussed here
to briefly illustrate how such policies might emerge.
Sexual and Reproductive Health
A broad social policy initiative is needed to address the
sexual and reproductive health of females and males
across the life cycle. Issues include the prevalence of sexu-
ally transmitted infections (chlamydia, human papillo-
mavirus and HIV) among young and older women; social
and economic factors that limit women's capacity to
negotiate safer sex; and lack of information about, or
access to, birth control.[32] Canadian males share con-
cerns about STIs and sexual dysfunction. Male-related
causes of infertility have also received attention, because
of increasing evidence of possible links between decreasedBMC Women's Health 2004, 4:S31 http://www.biomedcentral.com/1472-6874/4/S1/S31
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male fertility and exposure to pesticides or other toxicants.
However, the application of technologies for assisted
human reproduction tends to focus on women.
As the relevant chapters in this report show, there exist
sex-disaggregated surveillance data and other sources of
evidence pertinent to sexual and reproductive health in
Canada, but there are gaps in the integration of data across
jurisdictions. There is also considerable biomedical and
social marketing research on contraceptive methods and
on the promotion of healthy sexuality and sex education,
much of which focuses on male and female adolescents
and young adults, with less emphasis on other age groups.
Framework documents developed through consultations
with federal and provincial/territorial governments and
the Canadian public clarify values and articulate ethical
guidelines and approaches to these sometimes controver-
sial issues.[33] As well, Canada is signatory to a number
of international agreements that include commitments to
improve maternal health, promote sexual and reproduc-
tive health and rights, ensure the availability of universal
access to reproductive health services, and promote gen-
der equality and women's empowerment. [34-36]
Ideally, the development of an integrated, gender-sensi-
tive policy initiative for sexual and reproductive health
would be part of a broad, inter-sectoral framework based
on evidence that demonstrates the benefits for sexual and
reproductive health outcomes of economic security, good
nutrition, family life education, quality reproductive
health services and empowerment. The framework would
recognize that women and men of differing ages, socio-
economic status, geographic locations, ethno-cultural
backgrounds, abilities, and sexual orientations have dif-
ferent concerns and needs, and differ in access to
resources, including health services. An integrated policy
would be based on the effectiveness of strategies for
improving sexual and reproductive health. Policies and
programs could support access to effective birth control
methods by both partners and programs that encourage
self-esteem and skills to negotiate safer sex practices and
respond effectively to situations of maltreatment/violence
and power differentials.
Policies and programs could address the needs of diverse
groups, including vulnerable populations of women and
men, at particular stages in the life cycle. For example, gay
and lesbian youth are at increased risk of mental health
problems and would benefit from peer support or other
programs. People with disabilities have identified the
need for education and other programs related to sexual
and reproductive health and choices. Involving those
most directly affected in the various stages of the policy
cycle, including the design of policy and programs, is
associated with more successful outcomes.
Implementing a comprehensive policy on sexual and
reproductive health requires alignment of relevant poli-
cies and programs already in place; development and
application of health indicators that include positive
aspects of sexuality for males and females from infancy to
the older years; enhanced integration of surveillance sys-
tems that gather relevant data from different levels of gov-
ernment; identification of gaps and coordination of
needed research, including policy research; and assess-
ment of services, programs and policies. Databases of best
practices and evaluations of interventions in Canada and
internationally would be a highly useful resource for citi-
zens, professionals, front-line workers and policy makers
in the development of effective policy and in finding the
"right mix" of interventions.[7]
Smoking
Smoking is a modifiable risk factor for many diseases and
for premature mortality. As the chapter in this volume
entitled "Sex and Gender Differences in Smoking and Self-
Reported Indicators of Health in Canadian Women" indi-
cates, considerable evidence documents the numerous
and serious health effects of smoking on both females and
males, including increased risk of lung cancer and cardio-
vascular disease. Some effects of smoking are unique to
women's physiology and life cycle. For example, women
smokers have higher rates of cervical cancer and more
menstrual problems, and they tend to experience meno-
pause up to two years earlier than non-smokers. Smoking
during pregnancy is associated with lower infant birth
weights and other complications.
Existing surveys such as the Canadian Tobacco Use Moni-
toring Survey (CTUMS) and the NPHS show variations in
rates and trends in smoking between males and females
and among specific subpopulations of women in Canada.
In general, smoking rates in all age groups, including teen-
aged girls and young women, have been decreasing since
1985. [37-40] However, smoking is an issue of particular
concern for young females. It has been observed that girls
begin smoking at earlier ages than boys, following the pat-
tern of their earlier maturation. As well, the various sur-
veys of smoking behaviour show that a greater percentage
of girls aged 15 to 17 consistently report being current
smokers than their male counterparts (although by age 18
to 19, teenaged boys generally either catch up to or sur-
pass them). Early smoking carries particular health risks
for females.[41] There are long-term implications for pop-
ulation health and for costs to the health care system if
teens who currently smoke continue to do so into adult-
hood.BMC Women's Health 2004, 4:S31 http://www.biomedcentral.com/1472-6874/4/S1/S31
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Smoking is an indicator of social and health inequality,
and reveals a clear socio-economic gradient. Smoking is
more prevalent among women in low-income house-
holds, women who have low-status jobs, are single par-
ents or divorced, and those with low levels of education
(see "Sex and Gender Differences in Smoking and Self-
Reported Indicators of Health in Canadian Women").
Women tend to smoke for somewhat different reasons
than men: as a coping strategy for feelings of stress and
lack of control over their lives, as part of a daily routine to
take a break from caregiving and other work, as time to
share intimacies with partners or friends, or to "distance
and defuse relationships" and control negative emotions.
Images of smoking as "cool" and a way to ward off weight
gain have influenced many female teens and young girls
who smoke.[42] Many older women face barriers to quit-
ting, including fear of weight gain, lack of confidence, and
lack of support to overcome this addiction.
The Federal Tobacco Control Strategy (FTCS) combines a
variety of approaches to achieve measurable goals in
reducing the prevalence of smoking in Canada, including
a mass media campaign; protection, prevention, cessation
and harm reduction initiatives; and taxation on
tobacco.[43] Reviews of best practices pertaining to smok-
ing cessation strategies for youth, pre- and post-natal
mothers, and other target groups are being compiled and
disseminated. On-line self-help programs and other
resources are available.
The application of gender-based analysis to smoking
issues and an understanding of the social and economic
determinants of smoking provide the basis for a more
gender-sensitive tobacco reduction policy in Canada. This
approach has been articulated in Filtered Policy: Women
and Tobacco in Canada (2000), which suggests the use of
broad policy measures related to determinants of health,
including income adequacy, child care and other areas of
women's work, to reduce tobacco use among women and
to avoid increasing social inequalities.[44] Policy initia-
tives pertaining to women and tobacco were also rein-
forced with the adoption of the Framework Convention
for Tobacco at the World Health Assembly in May 2003,
which called for measures to address gender-specific risks
when developing tobacco control strategies.[45]
A serious addiction, smoking can be influenced by a com-
bination of gender-sensitive social and economic policies
and by targeted programs that address the diversity of
individual and group barriers to reducing or quitting
smoking. Surveillance and various forms of research,
including policy research, are integral to the development
of tobacco control policies and programs and to monitor-
ing their effectiveness in improving health outcomes for
men and women, girls and boys.
From Surveillance to Policy Action – and Back
This report proposes a significant paradigm shift in the
gathering of health surveillance data in order to yield a
more profound and accurate understanding of the deter-
minants of women's health and health behaviours. Such
a shift is part of an interactive process in which surveil-
lance informs the stages of policy development, imple-
mentation and evaluation, and the various stages of the
policy cycle generate new questions and approaches to
surveillance. The Federal Plan for Gender Equality,[46]
Health Canada's Gender-Based Analysis Policy[12] and
Health Canada's Women's Health Strategy[13] provide the
mandate and policy guidelines for the consistent applica-
tion of gender-based analysis to all relevant programs,
policies, legislation, research and surveillance activities.
Some further strategies for sustaining a dynamic process
follow.
Collaboration
Surveillance systems are costly and involve a variety of
stakeholders within and across jurisdictions. As a result,
competing priorities may pose obstacles to the gathering
of new data. Improved collaboration across federal
departments and among jurisdictions and sectors is cru-
cial to ensuring that stakeholders understand the rationale
for proposed changes and the value added to the work of
others who will use the proposed data and analyses. Inter-
disciplinary work is challenging, in part because each
expert comes with particular assumptions and a discourse
that may be unfamiliar to others. Paradigms may be diffi-
cult to explain, but the collaboration of demographers,
statisticians, social epidemiologists, policy analysts, qual-
itative researchers and gender experts on common
projects can lead to creative synergy and innovative design
of surveillance systems.
Use of Evidence and Theory
There is a need for coherent theoretical frameworks that
help to explain the dynamic interrelationships among the
social and biological determinants of health, including
processes of human resilience and vulnerabilities, causal
pathways and cumulative effects of circumstances and
risks over the life cycle. Further, there must be the analytic
capacity and the commitment to use and refine the
knowledge gained. Despite the need for sound evidence in
the policy process and in clinical practice, research shows
that the best available evidence is not always dissemi-
nated, considered or applied.[47]
For example, it is widely known that to achieve improved
health outcomes and reduce health inequalities, govern-
ments must focus macro-level social and economic poli-
cies on poverty reduction, improved living and working
conditions, and safer physical environments; strengthen
communities and social networks ("social capital");BMC Women's Health 2004, 4:S31 http://www.biomedcentral.com/1472-6874/4/S1/S31
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improve health system responses; and influence modifia-
ble risk factors while remaining sensitive to the particular
circumstances of people's lives, including differences in
location. Yet, individual health behaviours and a concern
with genetic determinants are often emphasized in
research, health policies and therapies, and less consider-
ation is given to social, economic and environmental
determinants of health.[48]
Policy Evaluations
To achieve effective social policies and to plan for the
future, evaluation data on the impacts of current or past
social policy initiatives are sorely needed. However, few
countries engage in systematic health and social policy
assessments. For example, the 1998 Acheson Report in the
United Kingdom identified the increasing gap in inequal-
ities in health, as did the Black Report of 1980, but did not
assess the effects that social and economic policies imple-
mented in the 1980s and 1990s may have had.[49]
The Netherlands provides a unique model, having under-
taken systematic research over the past decade to map the
nature and determinants of socio-economic inequalities
in health and then to launch a program of intervention
studies to compare health outcomes or process measures
in experimental and control groups. A strategy was devel-
oped for reducing socio-economic inequalities in health,
with specific recommendations and quantitative policy
targets.[50]
This model has the potential to be adapted to policy
research in other countries, including Canada. It would be
enhanced by the application of gender-based analysis
through all stages of the policy cycle.
Public Involvement
A robust process, in which surveillance informs the policy
process and policy guides surveillance, must incorporate
authentic mechanisms for public involvement. Women's
groups and organizations in Canada have a long and
vibrant history of advocacy and engagement with federal,
provincial and territorial governments in efforts to
improve women's health. [51-53] Women of diverse
ethno-cultural backgrounds, geographic locations and
sexual orientations, and with different skills, education,
abilities and disabilities have identified issues of concern,
such as violence and poverty, and advocated to have these
issues placed on the social policy agenda.
Some women's health groups have called attention to
emerging international issues, such as the rapid develop-
ment of reproductive and genetic technologies.[54]
Women and Health Protection, a network of health pro-
viders, consumers and researchers, is engaged in research
and informal surveillance on the impact of drugs and
devices on women's health and provides input to govern-
ment on policies pertinent to health protection.[55] Oth-
ers have identified gaps in health planning, encouraged
the integration of gender-based analysis into government
processes and called attention to the need for further
development of indicators to evaluate progress towards
gender equality.[56] The National Coordinating Group
on Health Care Reform and Women monitors the impact
on women of Canadian health care system reforms, with
a particular focus on home care.[57]
Such groups provide diverse perspectives, often "from the
margins"; bring synergy and balance to discussions and
debate; challenge assumptions and concepts; and suggest
options to government for surveillance, research and pol-
icy. A wide range of women's voices can be heard through
consultations, panels, advisory committees and working
groups. Such input is vital to a transparent process of pol-
icy development. Successful implementation of effective
health surveillance and social policies depends on a broad
base of public dialogue and support.
Conclusions
Surveillance data are subject to many limitations, includ-
ing a lack of infrastructure for standardized reporting.
There are also conceptual limitations to surveillance, par-
ticularly when data may be disaggregated by sex but pro-
vide no further evidence about gender differences.
Creative social policies can guide surveillance beyond
these conceptual limits. To be relevant to policy develop-
ment, an understanding of health determinants should be
integrated into the framework of surveillance systems, to
capture the diverse contexts of people's lives across the life
cycle. Surveillance systems should also be designed to
anticipate future trends and health information needs; for
example, by monitoring the short- and long-term physical
and mental health impacts of genetic testing and repro-
ductive technologies, and the ways in which these may
differ for women and men, boys and girls.
Surveillance systems can also be designed to monitor
crosscutting issues relevant to many aspects of population
health. Thus, surveillance data are crucial in occupational
health because working conditions contribute to, or are a
major cause of, chronic and other diseases and injuries
experienced by women and men. Workplace conditions
and exposures play a role in pulmonary conditions, cardi-
ovascular disease, reproductive health, mental health
issues and musculoskeletal illnesses, among others. With-
out detailed, gender-sensitive data on the conditions and
structure of work over time and on the health of workers,
these relations cannot be documented or addressed
through workplace and other social policies.[2,58,59]
Similarly, surveillance data on family violence contributeBMC Women's Health 2004, 4:S31 http://www.biomedcentral.com/1472-6874/4/S1/S31
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to a better understanding of a wide range of health issues
from addictions to injuries to various somatic complaints
(see the chapter on "Violence against Canadian
Women").
Health surveillance systems should be able to alert gov-
ernments and the public to social policy and program fail-
ures and contribute to analysis of the lessons learned.
Carefully designed surveillance can be a "sentinel system"
for the mix of innovative initiatives and policies that will
improve population health outcomes, reduce economic
and social inequalities, and enhance the quality of life for
the most vulnerable in Canadian society.
Notes
This report represents the views of the authors. It does not
necessarily represent the views of the Canadian Popula-
tion Health Initiative, the Canadian Institute for Health
Information or Health Canada
Acknowledgements
Special thanks to Janet Currie, Focus Consultants, Victoria, B.C., who 
assisted with background research for this chapter, and to Winnipeg con-
sultant Lissa Donner, and Madeline Boscoe, Executive Director, Canadian 
Women's Health Network, for many helpful comments at earlier stages of 
this project. Thanks as well to our colleagues in Health Canada who pro-
vided suggestions and information.
References
1. Health Canada: Women's health surveillance: a plan of action for Health
Canada. Ottawa: Minister of Public Works and Government Services Can-
ada 1999.
2. Messing K: One-eyed science: occupational health and women workers
Philadelphia: Temple University Press; 1998. 
3. Eichler M: Non-sexist research methods: a practical guide. Boston: Allen &
Unwin 1987.
4. Grant KR: Why women's health? Issues and challenges for women's health
research in Canada in the 21st century. A Position Paper. Prepared for the
Women's Health Bureau, Health Canada 2002.
5. Stratton E, Gosselin P: Surveillance: What is it?  Health Policy
Research Bulletin 2002, 4:35-40.
6. Lochhead C: The trend toward delayed first childbirth: health
and social implications. Isuma 2000, 1(2):41-44.
7. Colvin P: Creating the right mix. Health Policy Research Bulletin
2002, 1(3):24-5.
8. Milne G: Making policy: a guide to the federal government's policy process.
Ottawa: Glen Milne 2001.
9. Pal LA: Beyond policy analysis – public issue management in turbulent
times. Toronto: ITP Nelson Canada 1997.
10. Health Canada: Health Canada decision-making framework for identifying,
assessing and managing health risks. Ottawa: Minister of Public Works and
Government Services Canada 2000.
11. Office of the Auditor General of Canada: National health surveillance:
2002 report of the Auditor General of Canada. 2002 Status Report, chap-
ter 2. Ottawa: Health Canada 2002.
12. Health Canada: Health Canada's gender-based analysis policy. Ottawa:
Minister of Public Works and Government Services Canada 2000.
13. Health Canada: Women's Health Strategy. Ottawa, 1999.
14. Tudiver S: Gender matters: evaluating the effectiveness of
health promotion. Health Policy Research Bulletin 2002, 11(3):22-23.
15. Armstrong P, Amaratunga C, Bernier J, Grant K, Pederson A, Willson
K:  Exposing privatization: women and health care reform in Canada.
Aurora, ON: Garamond Press 2002.
16. National Coordinating Group on Health Care Reform and Women. Reading
Romanow: the implications of the final report of the Commission on the
Future of Health Care in Canada for women. National Coordinating Group
on Health Care Reform and Women 2003 [http://www.cewh-cesf.ca/
healthreform/index.html].
17. Lee S, Colditz GA, Berkman LF, Kawachi I: Caregiving and risk of
coronary heart disease in U.S. women.  Am J Prev Med
24(2):113-119.
18. Kiecolt-Glaser JK, Preacher KJ, MacCallum RC, Atkinson C, Malarkey
WB, Glaser R: Chronic stress and age-related increases in the proinflam-
matory cytokine IL-6.  [http://www.pnas.org/cgi/doi/10.1073/
pnas.1531903100].
19. Health Canada: Perinatal health indicators for Canada: a resource manual.
Ottawa: Minister of Public Works and Government Services Canada 2000.
20. Abdool SN, Vissandjée B, Desmeules M, Payne J: Towards gender-
sensitive health indicators. Centre d'excellence pour la santé des
femmes – Consortium Université de Montréal and Centre for Chronic Dis-
ease Prevention and Control, Population and Public Health Branch, Health
Canada. Centres of Excellence for Women's Health Research Bulletin
2003, 2(3):6-8.
21. Kantiebo M: Shaping a vision for women's health indicators. Unpublished
document. Ottawa: Women's Health Bureau, Health Canada 2003.
22. Maiese D: Healthy people 2010 – leading health indicators for
women. Women's Health Issues 2002, 12(4):155-164.
23. Osmani S, Sen A: The hidden penalties of gender inequality:
fetal origins of ill health.  Economics and Human Biology 2003,
1(1):105-121.
24. Harrell JS, Frauman AC: Cardiovascular health promotion in
children: program and policy implications. Public Health Nursing
1994, 11(4):236-241.
25. Krieger N: Theories for social epidemiology in the 21st cen-
tury: an ecosocial perspective. Int J Epidemiol 2001, 30:668-677.
26. Stout MD, Kipling GD, Stout R: Aboriginal Women's Health Research
Synthesis Project, final report. Ottawa: Health Canada 2001.
27. Elias B, Leader A, O'Neil J, Sanderson D: Living in balance: gender, struc-
tural inequalities, and health promoting behaviours in Manitoba First
Nations communities. Winnipeg: Prairie Centre of Excellence for Women's
Health 2000.
28. Anderson K, Lawrence B, eds: Strong women stories: native vision and
community survival Toronto: Sumach Press; 2003. 
29. Bowen S: Health and resilience: Salvadoran refugee women in Manitoba.
Prairie Centre of Excellence for Women's Health 1999.
30. White J, Tutt S, Rude D, Mutwiri B: Immigrant, Refugee and Visible
Minority Women of Saskatchewan Inc: Post traumatic stress: the lived expe-
riences of immigrant, refugee and visible minority women of Saskatchewan.
Prairie Women's Health Centre of Excellence 2002.
31. Masuda S: Women with disabilities: We know what we need to be healthy.
Vancouver: British Columbia Centre of Excellence for Women's Health
1999.
32. Health Canada: Canadian sexually transmitted diseases surveillance
report.  [http://www.hc-sc.gc.ca/pphb-dgspsp/publicat/ccdr-rmtc/
00vol26/26s6/index.html].
33. Health Canada: Report from consultations on a framework for sexual and
reproductive health. Ottawa: Minister of Public Works and Government
Services Canada 1999.
34. International Conference on Population and Development
(ICPD)  [http://www.unfpa.org/icpd/icpd_poa.htm]
35. Millenium Development Goals  [http://www.development
goals.org/index.html]
36. Convention on the Elimination of All Forms of Discrimina-
tion against Women (CEDAW)  [http://www.un.org/women
watch/daw/]
37. Statistics Canada: General Social Surveys, 1985-1991.  [http://
www.statcan.ca/english/IPS/DATA/12C0005.htm].
38. Health Canada: National Population Health Survey, 1994–
1995; 1996–1997; 1998–1999;.  [http://www.hc-sc.gc.ca/pphb-
dgspsp/ccdpc-cpcmc/cancer/publications/nphs-sboc/nphs18_e.html].
39. Statistic Canada. Special Surveys Division. Survey on Smoking in Canada,
1994. Ottawa. Statistics Canada, Special Surveys Division 1995.
[http://www.statcan.ca/english/IPS/DATA/82C0012.htm].
40. Health Canada: Canadian Tobacco Use Monitoring Survey.
1999, 2000, 2001, 2002, (first half).  [http://www.statcan.ca/eng
lish/IPS/DATA/82M0020KCB.htm].
41. Band PR: Carcinogenic and endocrine disrupting effects of cig-
arette smoke and risk of breast cancer.  Lancet 2002,
360:1044-1049.
42. Greaves L: Smoke screen: women's smoking and social control. Halifax:
Fernwood 1996.Publish with BioMed Central    and   every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published  immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
BMC Women's Health 2004, 4:S31 http://www.biomedcentral.com/1472-6874/4/S1/S31
Page 8 of 8
(page number not for citation purposes)
43. Health Canada: The Federal Tobacco Control Strategy.  [http://www.hc-
sc.gc.ca/hecs-sesc/tobacco/legislation/rip/06.html].
44. Greaves L, Barr VJ: Filtered policy: women and tobacco in Canada. Van-
couver: British Columbia Centre of Excellence for Women's Health 2000.
45. Framework Convention for Tobacco, World Health Assembly 2003 [http://
www.who.int/gb/fctc/PDF/inb6/einb65.pdf].
46. Status of Women Canada: The federal plan for gender equality. Ottawa:
Status of Women Canada, 1995.
47. Dobbins M, Ciliska D, Cockerill R, Barnsley J, DiCenso A: A frame-
work for the dissemination and utilization of research for
health-care policy and practice. Online Journal of Knowledge Syn-
thesis for Nursing 2002, 9(7):.
48. Raphael D: Addressing the social determinants of health in
Canada: bridging the gap between research findings and pub-
lic policy. Policy Options 2003, 24(3):35-40.
49. Black D, Morris JN, Smith C, Townsend P: Better benefits for
health: plan to implement the central recommendation of
the Acheson report. BMJ 1999, 318:724-727.
50. Mackenbach JP, Stronks K: A strategy for tackling health ine-
qualities in the Netherlands. BMJ 2002, 325:1029-32.
51. Ford AR: Working together for women's health: a framework for the devel-
opment of policies and programs. Prepared by the Federal, Provincial and
Territorial Working Group on Women's Health 1990.
52. Canadian Advisory Council on the Status of Women: What women
prescribe: report and recommendations from the National Symposium
"Women in Partnership: Working Towards Inclusive, Gender-Sensitive
Health Policies." CACSW 1995.
53. Winnipeg Consultation Organizing Committee: The strength of links:
building the Canadian Women's Health Network. Winnipeg 1994.
54. Working Group on Women, Health and the New Genetics.: The
gender of genetic futures: the Canadian biotechnology strat-
egy, women and health. Toronto: York University; 2000. 
55. Women and Health Protection Group:  [http://www.whp-apsf.ca/en/
index.html].
56. Horne T, Donner L, Thurston WE: Invisible women: gender and health
planning in Manitoba and Saskatchewan and models for progress. Winni-
peg: Prairie Women's Health Centre of Excellence 1999.
57. National Coordinating Group on Health Care Reform:  [http://
www.cewh-cesf.ca/healthreform/index.html].
58. Messing K: Integrating gender in ergonomic analysis. Brussels: Trades
Union Technical Bureau, European Economic Community 1999.
59. Messing K: Ergonomic studies provide information about
occupational exposure differences between women and
men. J Am Med Wom Assoc 55(2):72-75.